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ABSTRACT 

This report presents data from the 1988 National 
Health Interview Survey of Child Health, which was conducted by the 
National Center for Health Statistics. The data concern the 
proportions of young people (n=17,110) 17 years of age and under who 
were reported by their parents to have had: (1) a delay in 
development; (2) a learning disability; or (3) an emotional or 
behavioral problem that lasted 3 months or more or required 
psycholcntcal treatment. The report notes when each of the conditions 
vas first notir.ed, and whether treatment, counseling, or special 
educational services were received for it. Survey-based prevalence 
estimates are compared with estimates based on clinical studies, U.S. 
Department of Education data on special education services, and 
previous health survey data on the receipt of psychological help by 
children and adolescents, variations in prevalence by age, sex, 
family income, mother's education, race, Hispanic origin, and family 
structure are examined. Alternative explanations for observed group 
differences and changes in the counseling and educational services 
received for these conditions are discussed. Seven tables supplement 
the text; citations number 47. (RH) 
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Introduction 

As many of the infectious diseases 
that affected childtsn in the past are 
conquered or ameliorated, a growing 
share of pediatric practice involves 
developmental delays, learning 
difficulties, and emotional and 
behavioral problems. These conditions, 
and others such as allergies, asthma, 
and eating disorders, have been 
labeled the ''new morbidity of 
childhood" (1). All of these conditions 
have a substantial psychological 
component, and none fits easily into 
the physical disease paradigms with 
^1^^ which medicine is used to dealing, 
m.^* There are several reasons why these 
conditions should be of concern to 
public health professionals and 
policymakers. 
^ ^ To begui with, these kinds of 
conditions appear to be quite 
prevalent and may be becoming more 
so (2; 3, pp. 32-34). Increases in 
childhood psychological disorders have 
y^^/ been attributed to the growing 

proportions of children who 
y^^^experience parental divorce, were bom 
vj^Aoutside of marriage (4), or are raised 
IpILi^ confUa-filled families or low- 

income, low-education, single-parent 



households. Childhood learning and 
behavior problems may also be 
multiplying because of the increased 
survival rate of extremely low-birth- 
weight babies (S), the possible effects 
of environmental contamination (6), 
and the rising numbers of babies born 
to crack-addicted mothers (7). 

The fact that many young people 
are affected by developmental delays, 
learning dLoabilities, or emotional 
problems does npt mean that such 
disorders are transient or 
inconsequential; some have profound 
and lastip; effects on family 
functioning and children's life chances. 
These conditions often interfere with a 
child's academic success and peer 
relationships and put a strain on 
parental resources and equanimity. 
Developmental disorders and mental 
illness in children are also costly and 
burdensome to sodety, requiring 
special services in schools and other 
institutions and sometimes 
necessitating long-term care at State 
expense (8). 

Another area of concern is that 
the medical care system is not yet well 
equipped to handle these kinds of 
childhood problems. The etiology of 
most developmental and behavioral 



disorders is not well understood. 
Although there is evidence that 
counseling and treatment can help 
(9,10), there is uncertainty and 
sometimes lack of consensus about 
appropriate modes of treatment for 
specific disorders — for example 
disputes over the use of the drug 
Ritalin in treating hyperactive 
youngsters (11). Many family 
physicians have not been adequately 
trained to recognize and deal with 
these types of problems, and 
procedures for referrmg children for 
psychological diagnosis and treatment 
are not standardized. There is believed 
to be a substantial group of young 
people with developmental or 
behavioral disorders whose problems 
go untreated and perhaps even 
unrecognized (12, pp. 24-27). There is 
also concern that, although conduct 
problems of middle-class white youths 
are handled witiiin the mental health 
system, the same sorts of problems 
among lower class black or Hispanic 
youths often go untreated, only to be 
dealt with eventually by the criminal 
justice system. 

ReUable national data on the 
inddence and prevalence of 
developmental and behavioral 
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2 Advance Data 

conditions in childhood have been 
hard to come by, partly because of 
deflnitionai ambiguities and changes in 
medical and educational terminology 
(12, chapter 2). Prevalence estimates 
based on small and unrepresentative 
samples have tended to vary over an 
implausibly wide range^for instance, 
from 6 percent to 37 percent in one 
review of studies of emotional and 
behavioral problems in children (2). In 
addition, earlier estimates have often 
been ambiguous with respect to the 
time period involved. 

In this report, data from the 1988 
National Health Interview Survey of 
Child Health (NHIS--CH), conducted 
by the National Center for Health 
Statistics (NCHS), are presented. 
Statistics are given on the proportions 
of young people 17 years of age and 
under who were reported by their 
parents to have ever had (a) a delay in 
growth or development, (b) a learning 
disability, or (c) an emotional or 
behavioral problem that lasted 
3 months or more or required 
psychological treatment. Information 
is presented on when the condition 
was first noticed and whether 
treatment, counseling, or special 
educational services were received for 
it Survey-based prevalence estimates 
are compaied with estimates based on 
clinical studies, U.S. Department of 
Education data on the receipt of 
special education services, and earlier 
health survey data on the receipt of 
psychological help by children and 
adolescents. Variations in prevalence 
by age, sex, family income, mother's 
education, race, Hispanic origin, and 
family structure are examined. 
Alternative explanations for observed 
group differences and for changes over 
time in the receipt of counseling and 
educational services for these 
conditions are discussed. 



Data and methods 

Survey procedures 

The source of the data reported 
here is the 1988 National Health 
Interview Survey of Child Health. This 
was a survey of 17,110 child-en 17 
O rs of age and under that was 

ERIC 



cosponsored by the Office of 
Maternal and Child Health, the 
National Institute of Child Health and 
Human Development, and NCHS (13, 
pp. 224-250). NCHS conducts the 
National Health Interview Survey to 
collect data on the health status and 
medical care use of the U.S. 
population, using a probability sample, 
drawn by the U.S. Bureau of the 
Census, of persons living m 
households in the United States 
(14,15). For NHIS-CH, there was a 
further random selection of one child 
per family in any family with children 
17 years of age and under at the time 
of the survey. 

The data collection method 
consisted of in-person interviews by 
trained U.S. Bureau of the Census 
interviewers with an informed adult 
member of the family, usually the 
mother. In about 95 percent of cases, 
the respondent was a parent of the 
sample child, and in this report, the 
respondent is often referred to as the 
parent The overall completion rate 
for the child portion of the survey was 
91 percent The interviewers obtained 
a considerable amount of background 
information on the family and 
measures of the child's physical health, 
behavioral and emotional adjustment, 
school performance, and receipt of 
medical and psychological care. All 
data are based on reports by the adult 
respondent The survey questionnaire 
has been published (13, pp. 224-250), 
and a public use data tape is available 
through the Division of Health 
Interview Statistics of NCHS. A 
similar National Health Interview 
Survey of Child Health was conducted 
in 1981 (16,17). 

Questions on developmerttal 
conditions 

Parent respondents to the 1988 
NHIS-CHwere asked the following 
questions: 

• "Has ever had a delay in 

's growth or development?" 

• "Has ever had a learning 

disabihiy?" 

• "Has tver had an emotional 

or behavioral problem that lasted 
3 months or more?" 
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The first question was put to parents 
of children of all ages, but the latter 
two were put only to those whose 
children were ages 3 years and over. 

If the respondent answered 
afCmatively to any of the questions, 
she or he was asked a series of 
foUowup questions on when each 
condition was fint noticed, whether 
the child was treated for the condition 
(ever and in the last 12 months), the 
effects of the condition on school 
attendance and need for special 
education, and whether any 
medication was taken for the 
condition. 

Parents of children ages 3-17 
years who had not reported that their 
child had a developmental, learning, or 
behavioral problem were asked, ''Has 

ever seen a psychiatrist, 

psychologist, doctor, or counselor 
about any emotional, mental or 
behavioral problem?" Those who 
responded negatively to this question 
were asked, ''During the past 12 
months, have you felt, or has amrone 

suggested, that needed help for 

any emotional, mental, or behavioral 
problem?" If the parent answered 
affirmatively to either question, the 
child was counted as having had an 
emotional or behavioral condition, 
even if the parent had answered the 
initial question about such conditions 
in the negative. 

This report focuses on the 
reported lifetime prevalence of 
developmental, learning, and 
behavioral problems in the overall 
child population and in selected 
demogra*^hic and social groups. Only 
limited information from the foUovnip 
questions is presented. 

Before reporting the prevalence 
flgures, it might be well to mendon 
some of the specific conditions that 
the survey designers thought would be 
elicited each question. It was 
expected that respondents who 
answered the question on delay in 
growth and development in the 
affirmative would consist partly of 
parents whose children had limited or 
temporary deficits in growth or 
development, perhaps associated with 
premature birth or an early illness or 
injury, and partly of parents whose 
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children had severe and long-lasting 
deficits, such as those produced by 
Down syndrome or other 
chromosomal abnOimalities, 
hereditary factors, prenatal infection, 
birth injury, or childhood diseases. 

Ideally, the item on leammg 
disability would be answered 
affirmatively for children who had 
exceptional difHculty learning to read, 
write, or do arithmetic but whose 
learning problems did not stem from 
mental retardation, impairment of 
sight or hearing, emotional problems, 
or lack of cultural and educational 
opportunities. That is the technical 
definition of learning disabihty (IS, 
p. 395). It is likely, however, that 
parents applied the term not only to 
children with speciHc incapacities, 
such as dyslexia, but also to some 
children with deHcits in general 
intelligence or behavioral problems 
that interfered with their learning. 

The reader may wonder why the 
interviewers did not speciHcally ask 
about mental retardation. The reason 
is that there was such a question in 
the 1981 NHIS-<:H, and it produced 
only a handful of positive responses. 
Nowadays the term "mentally 
retarded** is apparently seen as 
limiting or stigmatizing by parents of 
children with developmental 
disorders, and many are reluctant to 
use it (19). Clinicians have also 
become hesitant about applying the 
term, especially to minority children. 
It was hoped that the "developmental 
delay** and "learning disability* 
questions would result in more of 
these children being identified in the 
1988 survey, and this seems to have 
been the case. 

The question on emotional or 
behavioral problems was meant to 
identify children with common 
psychological syndromes (20), such as 
aggressive or antisocial conduct 
(21,22), attention-deficit hyperactivity 
disorder (23), phobias and anxiety 
disordera (24), childhood depression 
(25), and adjustment reactions to 
traumatic events such as parental 
divorce (26). More severe conditions 
such as autism and schizophrenia 
would also be picked up, but in very 

er|c 



small numbers, given the rarity of 
these conditions (18, chapter 12), 
Originally, in an open-ended 
foUowup question, parents were asked 
to describe the specific emotional or 
behavioral disorders their children 
had. This question was deleted in 
pretesting when many of the 
responses turned out to be vague or 
to refer to the situation that led to 
the emotional reaction rather than to 
the reaction itself. Analysis of 
responses to related questions in 
NHIS-CH, such as ?. 28-item 
Behavior Problems Index and items 
in the core I^IS questionnaire, 
should help to clarify the kinds of 
conditions that were identified by 
these questions. 

Prevalence of problems 

According to their parents, 
4.0 percent of U.S. children ages 17 
years and under have had a delay in 
their growth or development 
(table 1). This means that an 
estimated 15 million children have 
developmental delays. In addition, 
6.5 percent of children ages 3-17 
years, or 3.4 million, have had a 
learning disability (teble 2). Also, 
13.4 percent of children ages 3-17 
years, or 7 million, have had an 
emotional or behavioral problem that 
lasted 3 months or more or required 
psychological treatment (table 3). 
When the items are combined, the 
result is that a total of 19.5 percent 
of children ages .VI 7 years, or pearly 
10.2 million, have had one or more 
developmental, learning, or emotional 
disorders (table 4). When the 488,000 
children ages 2 years and under who 
had developmental delays are added 
in, the total number affected by one 
or more of these conditions comes to 
almost 10.7 million. 

By way of comparison, here are 
the estimated nnmben of American 
young people having some of the 
chronic physical conditions that are 
common in childhood: chronic 
bronchitis, 3.5 million; asthma, 
3.2 million; dermatitis, 2.2 million; 
orthopedic impairments, 1.8 million; 
heart murmurs, 1.1 million (13, 
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table 62). Clearly, the psychological 
disorders rank among the most 
prevalent health conditions of modern 
childhood. 

Another indication of the 
importance of these conditions in the 
overall child health picture is that 
35 percent of children ages J-17 
years who were currently described as 
being in fair or poor health had a 
developmental, learning, or 
behavioral problem (table 4). 

Treatmepi 

Parents who reported that their 
child had a delay in development, a 
learning disability, or an emotional or 
jehavioral problem were asked 
whether the child "has ever received 
treatment or counseling** for the 
condition (table 5). Two percent of 
all children ages 17 years and under 
had received treatment or counseling 
for a delay in growth or development. 
This amounted to 49 percent of those 
reported to have had such a delay. 
One percent o^ all children were 
reported to have received treatment 
for developmental delays within the 
previous 12 months. 

About 5 percent of all children 
ages 3-17 years, or more than three- 
quarters of those with learning 
disabilities, had received treatment or 
counseling for their disabilities. More 
than 3 percent of children ages S-17 
years were reported to have receKcd 
treatment for learning disabilities 
within the previous 12 months. 

Ten percent of all children ages 
3-17 years, or about three-quarters of 
those with emotional or behavioral 
problems, had received treatment or 
counseling for these problems. Five 
percent were reported to have 
received this help within the previous 
12 months. 

Receipt of special educational 
services 

Parents who reported that their 
chUd had one of the subject 
conditions were abo asked whether 
the condition made it necessary for 
the child "to attend special classes, or 
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a special school, or get special help at 
school" during the past 12 months. 
Less than 1 percent of children ages 
6-17 years had received special 
educational services because of delays 
in growth or dcvelopmert This 
amounted to about 23 percent of 
those reported to have had such 
delays. 

About 5VS percent of all school- 
aged children, or about 70 percent of 
those reported to have learning 
disabilities, received special 
educational assistance for their 
disabilities. Approximately 
1.7 percent of school-aged children, 
or one-quarter of those reported to 
have emotional or behavioral 
problems that had lasted 3 months or 
more, received special educational 
help because of these problems. (The 
question about special educational 
services was asked only of parents 
who reponed that their child had an 
emotional or behavioral problem that 
had lasted 3 months or more.) 

Comparisons with other data 
sources 

Questions about children's 
psychological disorders have rarely 
been asked of parents in large 
national sample surveys of children. 
Consequently, there are few earlier 
data points that are precisely 
comparable with those from the 
National Health Interview Survey of 
Child Health. Prevalence estimates 
based on parental reports in 
NHIS-CH can be compared with 
estimates based on other sources of 
information, such as clinical studies 
or school-based data on children 
receiving special educational services 
for specific types of handicaps. In 
addition^ there are earlier survey data 
on the receipt of psychological help 
by children. Some of this comparative 
information is summarized in the 
following seaions. 

De reiopmental delays 

As mentioned in the introduction, 
it was expected that the question 
about delays in growth or 
O „«lopment would identify children 



with mental retardation and other 
profound developmental disorders, as 
well as some with less devastating 
abnormalities. Before the term 
"mentally retarded" became 
unfashionable, it was common to see 
estimates that the retarded 
constituted 3-4 percent of the overall 
population (27). In recent years, the 
term has been restricted to more 
severe cases, and prevalence 
estimates of 1-2 percent are now 
given (20, p. 189). Autism and other 
pervasive developmental disorders are 
comparatively rare, with estimates of 
their prevalence ranging from around 
10 to 15 cases per 10,000 population 
(20, p. 189). 

Data from the U.S. Department 
of Education show that the 
proportion of students receiving 
special educational services for the 
mentally retarded was 1.6 percent of 
total public school enrollment in 
1987, down from 12 percent in 1977 
(28, table 61). In contrast, the 
proportion of children in NHIS-CH 
who were reported to have 
developmental delays and to have 
received special educational services 
ior them was just 0.9 percent Thus, 
there would appear to have been 
some undendentification or 
underreporting of retardation in 
NHIS-CH. It is also possible that 
some parents with retarded 
youngsters described their children as 
having learning disabilities. As 
descnbed below, the under- 
identification of retardation is likely 
to have been concentrated among 
black and Hispanic children. 

Learning disabilities 

In contrast to the apparent 
underreporting of retardation, the 
proportion of children who were 
reported in NHIS-CH to have 
learning disabilities was higher than 
the proportion known to be receiving 
special educational services according 
to schooNrecords data. Of total public 
school children, 4.8 percent were 
recorded as receiving special 
educational services for learning 
disabilities in 1987, more than double 
the 1.8 percent recorded in 1977 (28, 
table 61). As noted above, however. 



6.5 percent of all children ages 3-17 
years were reponed in the 1988 
NHIS-CH to have beaming 
disabilities, and 5.5 percent of those 
ages 6-17 years were reported to have 
attended special classes or a special 
school because of such disabJities. 

The relatively small discrepancies 
between the survey estimates and the 
school-records figures may represent 
children who were in the process of 
being qualified for special education 
services or inaccuracies in school 
records. They may also represent 
misunderstanding by some parents as 
to the types of help their children 
were gettmg in school Figures are 
not available from the U.S. 
Department of Education on the 
number of children who were in need 
of special educational services but did 
not receive them. Despite the 
apparent excess of learning 
disabilities in the survey data, there is 
evidence (discussed below) that 
learning disabilities were 
underidentifled by minority parents. 

Emotional and behavioral 
problems 

The Institute of Medicine, the 
Office of Technology Assessment, 
and other groups have estimated that 
12-15 percent of U.S. children suffer 
from mental disorders (3; 12, chapter 
2). These estimates would appear to 
be in close agreement with the figure 
of 13.4 percent of children with 
emotional or behavioral problems 
found in NHIS-CR However, the 
clinical estiniates are ambiguous with 
respea to t!ie conditions they include 
and the time period to which they 
refer. Dots the figure of 12-15 
percent refer to children who have 
ever had a mental disorder, to those, 
who have had one within the last 
year, or to those who have one ri^at 
now? A close look at the clinical 
studies on which the estimates arc 
based also shows a good deal of 
unexplained variation from study to 
study. NHIS*CH and clinical studies 
agree, though, in finding behavioral 
disorders to be among the most 
prevalent chronic conditions of 
childhood. 
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An earlier survey of child health, 
the 1981 National Health Interview 
Survey, included a question about the 
receipt of psychological help by 
children and youths. In that survey, it 
was found that 6.5 percent of 
children ages 3-17 years had seeit a 
psychologist or psychiatrist at some 
point about an emotional, mental, or 
behavioral problem (29). The 
comparable proponion in the 1988 
NHIS-CH was 10 percent, indicating 
that the use of psychological 
assistance for children had increased 
by more than 50 percent between the 
two surveys. (Part of the increase may 
have been due to differences in the 
questions used in the two surveys, but 
it is unlikely that this is the full 
explanation for the lise in the use of 
psychological help.) 

Although serious emotional and 
behavioral problems appear to be 
widespread among today's youth, 
relatively few receive special 
educational assistance for these 
problems. According to U.S. 
Department of Education data, only 
about 1.0 percent of public school 
students were recorded as receiving 
special education for the seriously 
emotionally disturbed in 1987 (28, 
table 61). This was less than the 
1.7 percent of children ages 6-17 
years who were reported in 
NHIS-CH to have attended special 
classes for emotional or behavioral 
problems (table 5). Again, the 
discrepancy may have been due to the 
processing of children for special 
education, to inaccuracies in school 
records, or to misunderstanding by 
parents as to what kinds of help their 
children were getting in school. There 
are also conditions, such as the 
attention deficit-hyperactivity 
syndrome, that straddle the boundary 
between behavioral problems and 
leainirg disabilities. 

Age trends 

Developmental delays 

It was expected that almost all of 
the delays in growth and development 
would have occurred or been evident 
I ^ arly childhood. Therefore, little or 



no increase in the prevalence of 
delays after the first years of life was 
anticipated. Except for minor 
sampling fluctuations, this is what was 
founa. The proportion of children 
with developmental delays was 
4.3 percent for 2 years of age and 
under, 4.4 percent at ages 5-5 years, 
4.1 percent at ages 6-11 years, and 
3.6 percent in the adolescent years, 
ages 12-17 (table 1). 

When parents were asked the 
child's age at the time they first 
noticed the developmental delays, 
25 percent of those who reponed 
delays said they had been apparent 
since birth (table 6). Forty-five 
percent of delays were noticed before 
the child's Orst birthday. The median 
age at which delays in growth or 
development were noticed was 1 year 
2 months (table 7). 

Learning disabilities 

In contrast to developmental 
delays, most learning disabilities are 
not fully apparent until the child gets 
to school and starts trying to read, 
write, and calculate. Therefore, a 
substantial rise in the prevalence of 
learning disabilities as children 
reached school age was expected. 
This is what was found. The 
proportion of children with learning 
disabilities jumped from 1.6 percent 
at ages 3-5 years to 6.8 percent in 
the elementary school ages, 6-11 
years. There was a further increase* 
to 8.8 percent, in the junior high and 
high school ages, 12-17 years 
(table 2). 

When parent were asked at what 
age their children's learning 
disabilities were first noticed, only 
about 6 percent of those who 
reported learning problems said they 
had been apparent since birth or 
before the child's fint birthday 
(table 6). One-quarter of the learning 
disabilities became apparent during 
the nurseiy school or kindergarten 
years (ages 3-5 years), and another 
45 percent were Qnt noticed in early 
elementary school (ages 6-^ years). 
The median age at which learning 
disabilities were noticed was 6 years 
7 months (table 7). Learning 
disabilities were not picked up until 



late elementary or secondary school 
for about 16 percent of the children. 

Emotional and t)ehavjoral 
prot)lenDS 

The most severe and pervasive 
disorders of childhood tend to appear 
before the age of IVi years, as with 
autism, or after the age of 12 years, 
as with schizophrenia (18, p. 420; 30). 
Less drastic emotional and behavioral 
problems may occur in children of 
any age, depending on the timing of 
stressful life events and the unfolding 
of developmental processes that are 
not well understood. Some of these 
problems are resolved within a few 
months, perhaps to reemerge at a 
later age. Others continue for years 
or indefinitely. 

Thus, the cumulative proportion 
of children who have ever had 
emotional or behavioral problems 
shituld increase fairly steadily with 
age. Continued increases were found 
in NHIS-CH, althoug^i the rate of 
increase was found to decline after 
the early elementary years. The 
proportion of children who had ever 
had an emotional or behavioral 
problem rose from 5.3 percent at 
ages 3-5 years, to 12.7 percent at 
ages 6-11 years, to 18.5 percent at 
ages 12-17 years (table 3). 

Parents who reponed that their 
children had emotional or behavioral 
problems that had lasted 3 months or 
more were asked at what age the 
emotional or behavioral problems 
were first noticed. Only 5 percent 
said it was before the child's first 
binhday (table 6). Less than 
15 percent of the emotional problems 
were noticed during the fint 3 years 
of life. One-quarter emerged during 
the preschool years (3-5) and another 
quaner, during the early elementary 
years (6-8). The rate of problem 
emergence tapered off in the late 
elementary years, with 15 percent of 
the conditions appearing during ages 
9-11 years. Twenty-two percent 
became evident during the adolescent 
years (12-17). The median age at 
which persistent emotional or 
behavioral problems were noticed was 
7 years 2 months (table 7). 
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Based on evidence from the 
National Survey of Children (31) and 
other earlier surveys, it seems 
possible that the increase in the 
lifetime prevalence of behavioral 
problems with age would be more 
pronounced were it not for parental 
forgetting. When responding to 
surveys, parents sometimes do not 
recall emotional problems that their 
children had several years earlier, 
even when those problems were 
severe enough to require professional 
assistance. 

Combined problems 

As would be expected frcm the 
above findings, the combined lifetime 
prevalence of developmental, 
learning, and emotional problems 
increased substantially with age, more 
than doubling from ages 3-5 years 
(9.5 percent) to 12-17 years 
(25.2 percent), as shown in table 4. 
One teenager in four was reponed to 
have had a developmental delay, 
learning disability, or emotional or 
behavioral problem. 

Sex differences 

Previous research has shown that 
males are more vulnerable than 
females to a variety of developmental 
disorders. Sex differences are 
especially pronounced for learning 
disabilities, with boys outnumbering 
girls in special education classes by 
more than 2 to 1. Male pupils also 
outnumber females in classes for the 
mentally retarded, but by smaller 
margins (32, table 6). Sex differences 
in emotional and behavioral problems 
depend on the type of problem 
involved, with males predominating 
among youths who show a,]gressive or 
hyperactive conduct, but '^rith sex 
ratios being more nearly equal or girls 
predominating for problems such as 
depression and anxiety (33). Overall, 
the prevalence of emotional and 
behavioral problems tends to be 
higher among boys (18,34). 

The results of the 1988 
NHIS-CH were generally consistent 
with these earlier findings. 
Differences were relatively slight for 
^ elop mental delays, however, with 



males exceeding females by only 
11 percent overall — ^.2 percent of 
males versus 3.8 percent of females 
were reported to have had delays in 
growth or development— and some 
age groups showing minimal 
differences or even reversals 
(table 1). 

In contrast, the rate of learning 
disabilities was almost twice as high 
among males as among females, 
8.6 percent versus 4.4 pexent for 
ages 3-17 years. By adolescence, 
more than twice as many males as 
females— 12.1 percent versus 
5.2 percent— were described a« 
having learning disabilities (table 2). 

For emotional and behavioral 
problems, the overall prevalence was 
36 percent higher among males: 
15.4 percent versus 11.3 percent for 
females. Sex differences were most 
pronounced for children of 
elementary school age (6-11 years), 
with 15.6 percent of the boys versus 
9.8 percent of the girls in this age 
range experiencing such problems 
(table 3). 

For all three types of problems 
combined, the prevalence for ma.js 
exceeded that for females by 
43 percent: 219 percent compared 
with 16.0 percent. Among adolescents 
(ages 12-17 years), the male rate 
exceeded the female rate by 
40 percent: 29.2 versus 20.8 percent 
(table Nearly 3 teenage boys in 10 
had had a developmental delay, 
learning disability, or emotional or 
behavioral problem. 

Differences related to parental 
education and family income 

There are several reasons for 
expecting learning difficultie*^ and 
emotional and behavioral problems to 
be more common among children 
from families with low parental 
education and income levels than 
among those with more educatea and 
affluent parents. Children in the 
former group are less likely to receive 
intellectual stimulation at home 
(3536) and more likely to be exposed 
to a variety of environmental hazards 
(37-39). In addition, it could be 
argued that, because of a tendency to 



downward social mobility, parents 
with low intelligence or emotional 
disorders are more likely to be found 
among lower education and income 
groups (40). 

Education- and income*related 
differences in achievement indicators 
such as grade repetition, cogmtive 
test score:, remedial instrucuon and 
special education placement, and high 
school completion have consistently 
been found (32,41-^3). Similar 
differences in children's emotional 
and behavioral problems have been 
observed, although the findings are 
not as extensive and consistent 
(32,34,44). The evidence for class- 
related differences in developmental 
delays is even less clear cut 
Chromosomal abnormalities, prenatal 
Infections, and birth compb'cations 
can occur among infants of any class, 
and some developmental disabilities, 
buch as autism, are aaually more 
common among middle and upper 
class families (IS, pp. 425-426). 

One phenomenon that 
complicates the measurement of 
class-related differences in child 
development through household 
surveys is that better educated 
parents tend to be more ''productive" 
survey respondents than do less 
educated parents (45). If 
developmental problems are more 
common among children of less 
educated parents, differences in 
comprehension and recall will tend to 
reduce class*related differences, 
because better educated parerts 
report proporuonately more of their 
children's problems to survey 
interviewers than do less educated 
parents. As a consequence, income* 
and education-related differences are 
usually more pronounced when 
problem indicators are ba:::d on test 
scores, teacher reports, or official 
records than when they are based on 
survey reports of parents. 

Developmental delays 

Differences across parental 
education and income groups in the 
proportion of children who had 
delays in growth or development were 
relatively small and, for the most 
part, not statistically significant 
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(table 1). Among family income 
groups, only the contrast between the 
lowest catcgoiy— less than $10,000 
per year — and the highest— S40,000 
or more per year— was statistically 
reliable. Of children in the former 
group, 5.4 percent had developmental 
debys, but of those in the latter 
group, 3.9 percent had delays. 

Learning disabilities 

Of the three types of childhood 
problems discussed here, learning 
disabilities showed the strongest 
relationships with parental education 
and family income: The prevalence of 
learning problems decreased with 
increasing years of education or 
increasing income. Thus, the 
proportion of youngsters reported to 
have learning disabilities was 

8.7 percent for children of mothers 
v^th less than 12 years of schooling, 

6.8 percent for those whose mothers 
had 12 years of education, and 

4.9 percent for children whose 
mothers had more than 12 years of 
schooling. Similar patterns were 
observed in all age groups (table 2). 

The prevalence of learning 
disabilities was 8.4 percent among 
children from families with incomes 
less than SlO,000 per year and 
decreased as income rose, reaching 
5.8 percent among children in 
families with incomes of S40,000 or 
more. Except for a few nonsignificant 
fluctuations, similar patterns were 
found for all age groups (table 2). 



Emotional and behavioral 
problems 

The prevalence of childhood 
emotional and behavioral problems 
showed signiHcant variation across 
family income groups, with children 
from less advantaged backgrounds 
standing a somewhat greater chance 
of exhibiting such problems. The 
prevalence declined from 
15.8 percent among children from 
families with incomes less than 
Sl0,000 per year to 12.8 percent 
among those with family incomes of 
540,000 or more. Income-related 
^•''ttrenccs were more pronounced 
!r" )ng elementary school children 



and adolescents than among 
preschoolers (table 3). 

Thi total proportion of emotional 
or behavioral problems did not vary 
meaningfully with parental educauon. 
However, when those problems that 
had persisted for 3 months or more 
were examined, some significant 
differences were found across 
maternal education groups. The 
prevalence of persistent problems was 
7.2 percent among children whose 
mothers had not completed high 
school, 6.1 percent among children of 
high school graduates, and 
5.5 percent among children whose 
mothers had more than 12 years of 
schooling. Similar patterns were 
observed within specific age groups, 
although with some fluctuations. 

Combined problems 

Significant variation by family 
income, but not by parental 
education, was found when all three 
types of conditions were combined. 
The proportion of children ages 3-17 
years with one or more of these 
problems fell from 2ZS percent 
among children in families with 
incomes below 510,000 to 
18.6 percent among those with family 
incomes of S''^.00O or more (table 4). 
The proportiOii was 20.3 percent 
among childien of mothers with less 
than 12 years of education and 
19.3 percent among those whose 
mothers had more than 12 years of 
schooling. 

It seems likeiy that differences in 
childhood learning and behavioral 
problems across education and 
income groups were understated 
because of the association between 
these variables and minority ethnic 
status. As described in the next 
seaion, there was an apparent 
underreponing of children*s learning 
and behavioral problems by black and 
Hispanic parents. 

Differences by race and 
Hispanic origin 

In the 1988 National Health 
Interview Survey of Oiild Health, 
black parents were less likely than 
white parents to report that their 



children had developmental delays or 
emotional problems and about 
equally likely to repon learning 
disabilities. Hispanic parents also 
reported slightly fewer developmental 
problems in their children than did 
non-Hispanic parents. Thus, the 
overall prevalence of developmental 
delays was 11 percent among black 
and 4.4 percent among white 
children; 3.4 percent among Hispanic 
and 4.2 percent among non-Hispanic 
children (table 1). 

The proportion ages 3-17 years 
with learning disabilities was 
6.2 percent among black and 

6.7 percent among white children; 

5.8 percent among Hispanic and 
6.6 percent among non-Hispanic 
children (table 2). The proportion 
ages 3-17 years reported to have had 
emotional or behavioral problems was 
10.3 percent among black and 

14.1 percent among white children; 
12.0 percent among Hispanic and 

13.6 percent among non-Hispanic 
children (table 3). When all three 
types of childhood conditions were 
combined, the proportion of children 
with one or more conditions was 
14.9 percent among black and 

20.7 percent among white children; 
n.2 percent among Hispanic and 
19.9 percent among non-Hispanic 
children (table 4). 

On the average, black and 
Hispanic families have lower parental 
education and income levels than 
white non-Hispanic families (28). In 
addition, black children are known to 
be overrepresented among low-birth- 
weight babies, children in 
single-parent and foster-care families, 
reported abuse and neglect cases, 
special education and remedial 
instruction classes, and pupils who 
are suspended or expelled from 
school for condua problems (28,32). 
For these reasons, one would expea 
black and Hispanic children to show a 
higher than average prevalence of 
learning and emotional problems and 
at least an average prevalence of 
developmental delays. 

One explanation for the observed 
results is that black and Hispanic 
parents were less familiar than 
ncnminority parents with the terms 
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used in the three questions listed 
above and so were apt to answer 
them in the negative. Such lack ot 
familiarity could be a product of 
lower literacy levels, lower quality 
pediatric care and educational 
counseling, or both. Differential recall 
of past events may also have played a 
role. 

Differences in reporting by race 
or ethnic group have been found in 
other aieas of child health. For 
example, black parents typically 
report fewer acute illnesses, injuries, 
and restricted-activity days for their 
children than white parents do, even 
though black parents are more likely 
to rate their children as being in poor 
or fair health ('ro). 



Differences by family structure 

Prev.jus research has shown that 
children in single-parent families are 
at greater risk of emotional problems 
and academic difficulties than those 
in intact, two-parent families (26,47). 
The differences are partly due to the 
stress of family conflict and 
disruption and the deprivations of a 
single-parent upbringing. 
Single-parent families also tend to 
have lower parental education and 
income levels than two-parent 
families. Children in stepfamilies 
show an elevated risk of 
maladjustment and school faUure, 
even though the income levels of 
these families are more like those of 
families in which both biological 
parents are present (29). 

Based on previous hndings, it was 
expected that there would be 
significant differences in the 
prevalence of emotional and 
behavioral problems across family 
types anci that learning disabilities 
would show similar but less 
pronounced differences. It was not 
expected that developmental delays 
would show significant variation by 
family structure, although there was 
the possibility that couples whose 
chUdren had developmental 
difficulties would be more likely to 
^ct dr/orced than those with normal 



Developmentai delays 

The prevalence of developmental 
delays showed little significant 
variation across family types 
(table 1). The prevalence of 
developmental delays was 3.8 percent 
among children from mother-father 
families, 4.5 percent among children 
in mother-only families, 3.7 percent 
in mother-stepfather families, and 
4.8 percent in all other family 
situations (children living with fathers 
only or fathers aud stepmothers, with 
grandparents or other relatives, or in 
adoptive or foster families). 

Learning disabilities 

There was significant variation 
across family types in the prevalence 
of learning disability, with children In 
disrupted or reconstituted families 
showing higher rates of learning 
problems than those in mother-father 
families. Children in mother- 
stepfather families appeared to show 
slightly higher rates of learning 
problems than those in mother-only 
families, but this may be attributable 
to the fact that black and Hispanic 
persons, with their lower rates of 
problem reporting, were 
overrepresented in the mother-only 
group but not in the mother- 
stepfather group. The prevalence of 
learning disabilities was 5.5 percent 
among children in mother-father 
families, 7.5 percent in mother-only 
families, 9.1 percent in mother- 
stepfather famUies, and 83 percent 
in other family situations (table 2). 

Emotional and t>ehaviorai 
problems 

As expected, the frequency of 
emotional and behavioral pre blems 
showed the greatest variation across 
family types, with children in single- 
parent families and stepfamilies 
showing higher problem rates than 
those in mother-father families. 
Children in other types of families 
also showed elevated rates. The 
prevalence of emotional and 
behavioral problems was 8.3 percent 
in mother-father families, 
19.1 percent in mother-only families, 
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23.6 percent in mothei -stepfather 
families, and 212 percent in other 
family situations (table 3). Again, the 
frequency of problems among 
children in mother-omy families may 
have been understated because of the 
large proponions of black and 
Hispanic persons in this group. 

Combined problems 

Children in disrupted families 
were nearly twice as likely as those in 
mother-father families to have had a 
developmental, learning, or 
behavioral problem. The prevalences 
for children ages 3-17 years were 
14.6 percent in mother-father 
families, 24.8 percent in mother-only 
families, 29.6 percent in 
mother-stepfather families, and 
28.2 percent in other family types 
(table 4). 

Sunfimary and conclusions 

The dat: presented in this report 
show that developmemaU learning, 
and behavioral disorders are among 
the most prevalent chronic conditions 
of childhood and adolescence. 
Overall, nearly 20 percent of young 
people ages 3-17 years were found to 
have had one or more of these 
condiUi)ii5. By the time they reached 
ages 12-17 years, 1 in 4 adolescents, 
and nearly 3 in 10 male adolescents, 
had experienced one of these 
disorders. When very young children 
with developmental delays were 
included, the total number of U.S. 
children nffected came to about 10.7 
million. 

As high as these Hgures may 
seem, it is altogether possible that 
they arc underestimates of the true 
prevalence of the conditions. The 
only childhood disorders counted in 
NHIS-CH were those that had been 
recognizrd by parents or identified by 
physicians, psychologists, or teachers 
and communicated to parents with 
sufficient clarity that the parents were 
able to report them to survey 
interviewen. There is reason to 
believe that some developmental, 
learning, and emotional disorders of 
chUdren are not recognized as such. 
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or the assessments of teachers or 
health professionals are not 
understood or not accepted by 
parents. Confusion over changing 
diagnostic terminology and simple 
forgetting of problems ttiat occurred 
in the past probably work to reduce 
the reporting of these conditions as 
well 

Despite the limitations of 
parental reporting, it is useful to have 
data on the prevalence of 
psychological disorders in young 
people based on standard survey 
questions put to the parents of a 
large and nationally representative 
sample of children. Estmiates derived 
from NHIS-CH provide national 
benchmarks on the overall frequency 
of recognized psychological disorders 
in children and on the relative 
frequency of such problems in 
different population groups. The 
fmdings with regard to overall 
prevalence were thai 4.0 percent of 
ail children 17 years of age and under 
had delays in growth or development, 
6.5 percent of children ages 3-17 
years had learning disabilities, and 
13.4 percent had significant 
emotional or behavioral problems. 
The proportions of all children ages 
3-17 years who had ever received 
treatment or counseling for the 
conditions were about 2 percent for 
developmental delays, just over 
5 percent for learning disabilities, 
and more than 10 percent for 
emotional or behavioral problems. 

These proportions fall within the 
range of prevalence estimates that 
have appeared in the literature. 
However, comparisons with an earlier 
NHIS-CH indicate that the 
proportion of young people who have 
received treatment or counseling for 
emotional or behavioral problems 
increased by more ihan 50 percent 
from 1981 to 1988, rising from 
6.5 percent to 10 percent of all 
children ages 3-17 years. It is not 
clear whether the increase was due to 
an expansion of the underlying need 
for psychological help, to greater 
availability and acceptability of 
mental health services, or both. It is 
clear that the proportion of U.S. 
j^dren not living with both parents 



has grown over time and that the 
prevalence of emotional problems 
and the rate of use of psychological 
services are higher for these children 
than for those living with both 
biological parents. 

Survey findings with regard to 
variations in prevalence across 
demographic groups were generally in 
agreement with what was expected 
based on developmental theory and 
the results of previous research. Thus, 
the prevalence of a delay in growth 
and development was found to vary 
httle with age, and most delays were 
detected within the first 2 years of 
life. In contrast, the prevalence of 
learning disabilities increased 
markedly as children reached school 
age, indicating that most of these 
conditions were detected in school 
The lifetime prevalence of emotional 
or behavioral problems also rose with 
age, with signihcant increases 
continuing into the adolescent years. 

Learning disabilities were nearly 
twice as conunon among males as 
among females, and the frequency of 
emotional or behavioral problems 
among males exceeded that among 
females by 36 percent In contrast, 
developmental delay showed no 
significant gender differences. A 
similar pattern prevailed with respect 
to family income and parental 
education groups. Learning 
disabilities showed the greatest 
variation ac oss these groups; 
emotional or behavioral problems 
showed significant but smaller 
fluctuations; and developmental 
delays showed practically no 
socioeconomic variation. Learning 
and behavioral problems were 
somewhat more common among 
children from low-income and low- 
education families than among those 
from more advantaged families. Even 
the largest differences were relatively 
modest, however. It is possible that a 
greater awareness of childhood 
problems among more educated 
parents and fuller survey reporting by 
these parents worked to artificially 
lessen the size of socioeconomic 
disparities in problem prevtilence. 

Black and Hispanic parents 
reported fewer developmental. 



learn*ng, and behavioral problems in 
their children than did nonminoiity 
parents. However, teacher reports 
and school records suggest that 
psychological problems are more 
common among minority children. 
The disparity between parent- ana 
school-based data may be due to 
cultural divergences in the awareness 
and acceptance of childhood 
psychological disorders or to 
differences in survey recall and 
reporting. 

Young people from single-parent 
families or stepfamilies were 2 to 3 
times more likely to have had 
emotional or behavioral problems 
than those who had both of their 
biological parents present in the 
tome. Learning disabilities showed 
similar but less pronounced 
differences; delays in development 
varied little by family type. 

The alarmingly high prevalence of 
emotional and behavioral problems 
among today's children and the 
observed relationship between family 
disruption and youthful problem 
behavior reinforce public concerns 
about the increasing number of U.S. 
children who are being raised in 
something other than harmonious 
two-parent families. The survey 
fmdings also underscore concerns 
about minority youth and the extent 
to which their learning and behavioral 
problems go unrecognized and 
untreated. Further research is needed 
to understand the apparent under- 
reporting of childhood learning and 
emotional problems by black and 
Hispanic parents and the extent to 
which it reflects inadequacies in the 
medical care and educa'ional 
counseling that they and their 
children receive. 



References 

1. Haggerty R, Rogbmann Pless IB. 

Child health and the communtty. New 

York: John Wiley and Sons. 1975. 
1 Gould M, Wunsch-Hitzig R, 

Dohrenwcnd DP. Estimaimg the 

prevalence of childhood 

psychopathology. J Am Acad Child 

Psychiatry 20:462-76. 1981. 



10 



10 Advance Data 



3. Institute of Medicine. Research on 
children and adolescents with mental^ 
behavioral and developmental 
disorders: Mobilizing a national 
initiative. Washington: National 
Academy Press. 1989. 

4. Hetheringion EM. Arasteh JD. eds. 
Impact of divorce, single parenting, 
and stepparenung on children. 
Hillsdale, New Jersey: Lawrence 
Erlbaum. 1988. 

5. Shapiro S, McCormiclc MC, Starfield 
BH, Crawley B. Changes in infant 
morbidity associated with decreases in 
neonatal mortality. Pediatrics 
72:408-15. 1983. 

6. Norwood C. At highest risk: 
Environm: ntal hazards to >t3ung and 
unborn children. New York: McGraw- 
Hill. 1980. 

7. AJcohoI, Drug Abuse, and Mental 
Health Administration. The hiph risk 
of cocaine, other drugs. ADAl IHA 
News. Nov-Dec 1989. 

8. Birenbaum A, Guyot D, Cohen HJ. 
Reality and policy in financing the 
healih care of children and young 
adults with serious chronic conditions. 
Bronx, New York: Albert Einstein 
College of Medicine. 1989. 

9. Casey RJ, Berman JS. The outcome 
of psychotherapy with children. 
Psychol Bull 98:3SS-97 1985. 

10. Weisz JR, Weiss B, AJicke MD, Kloiz 
ML. Effectiveness of psychotherapy 
with children and adolescents: A 
meta-analysis for clinicians. J Consul' 
Ps>'chol 55:542-9. 1987. 

11. Kohn A. Suffer the restless children. 
Atlantic Monthly 264(5):9O-100. 1989. 

12. Office of Technology Assessment. 
Children's mental health: Problems 
and services— A background paper. 
Washington: U.S. Congress. 1966. 

13. Adams PF, Hardy AM. Current 
estimates from the National Health 
Interview Survey: United States, 1988. 
Naaonal Center for Health Statistics. 
Vital Health Stat 10(173). 1989. 

14. National Center for Health Statistics. 
Health Interview Survey procedure, 
1957-197*4. National Center for 
Health Statistics. Vital Health Stat 
1(11). 1975. 

15. National Center for Health Statistics, 
Kovar MG, Poe GS. The National 
Health Interview Survey design, 
1973-S4. and procedures, 1975-S3. 
National Center for Health Statistics. 
Vital Health Stat 1(18). 1985. 

16. National Center for Health Statistics. 
Q Current estimates from the National 

• I /^"Health Interview Survey: United 



States, r>81. National Center for 
Health Statistics. Vital Health 5 at 
10(141). 1981 

17. Poe GS. Design and procedures for 
the 1981 Child Health Supplement to 
the National Health Interview Survey. 
Working paper series. Hyittsviile, 
Maryland: National Center for Health 
Statistic;. 1986. 

18. Achenbach TM. Developmental 
pr/chopathology. New York: John 
Wiley and Sons. 1981 

19. Boston Children's Medical Center, 
Feinbloom RI. Child health 
encyclopedia. Boston: Delacorte. 
1975. 

20. Tunia JM. Mental health services for 
children: The state of the art. Am 
Psychol 44(2):lSS-99. 19S9. 

21. Kazdin A£. Developmental 
psychopathology: Current research, 
issues, ^''id directions. Am Psychol 
44<2):180-7. 1989. 

21 Patterson GR, DeBars>'she BD, 
Ramsey E. A developmental 
perspective on antisocial behavior. 
Am Psycho! 44(2):329^. 1989. 

23. Henker B, Whalen CK. Hyperactivity 
and attention deficits. Am Psychol 
44(2):216-23. 19S9. 

24. Schaefcr CE, Millman HL How to 
help children with common problcnir 
New York: Van Nostrand Remhoid. 
1981. 

25. Kovaos M. Affective disorders m 
children and adolescents. Am Psychol 
44(2):209-l5. 1989. 

26. Emery RF. Mirriage, divorce and 
children's adjustment. Developmental 
clinical psychology and psychiatry, vol. 
14. Newbury Park, California: Sage. 
1988. 

27. Smith LH. The encyclopedia of baby 
and child care. Englewood Qiffis, New 
Jersey: Prentice-Hall. 1971 

28. Select Committee on Children, 
Youth, and FanrJlies. U.S. children 
and their families: Current conditions 
and recent trends. Washington: U.S. 
House of Representatives. 1989. 

29. Zill N. Behavior, achie\'ement, and 
health problems among children in 
stepfamilies: Findings from a national 
survey of child health. In: 
Hetherington EM, Arasteh JD, eds. 
Impact of divorcs, single parenung, 
and stepparenting on children. 
Hillsdale, New Jersey: Lawrence 
Erlbaum. 1988. 

30. RuUer M. The development of 
infanule autism. Psychol Mcu 
4:147-63. 1974. 

11 



31. Zill N, Peterson JL Marital 
disruption and children's need for 
psychological help. Washington: Child 
Trends. 1983. 

31 Zill N. The school-aged handicappeu: 
A statistical profile of special 
education students in elemenury and 
secondary schools in the United 
States. Washington: National Center 
for Educauon Statistics. 1985. 

33. Achenbach TM, Edelbrock CS. 
Behavioral problems and 
competencies reported by parents of 
normal and disturbed children aged 
four through sixteen. Monogr Soc Res 
Child Dev 46(1): 1-81 1981. 

34. Rutter M, Tizard J, Whitmore K. 
Education, health and behavior. 
London: Longman Group. 1970. 

35. Garke-Stewart A. Child care in the 
family: A review of research and some 
propositions for policy. New York: 
Academic Press. 1977. 

36. Zill N, Moore KA, Stief T. Adult 
welfare reapients as potential 
employees and the quality of the 
heme environments expenenced by 
welfdiC children: Analysis of data on 
ATDC families from national survey 
data bases. Progress report and 
summa.y of findings. Washington: 
Child Trends, 1990. 

37. Gelles K. A profile of violence toward 
children in the United States. In: 
Gcrbne r G, Ross CJ, Zigier EF, eds. 
Child abuse: An agenda for action. 
New York: Oxford University Press. 
1980. 

38. Hampton RL, Newberger EH. Child 
abase incidence and reporting by 
hospitals: Significance of severity, 
cisss and race. Am J Public Health 
75(l):56-60. 1985. 

39. Ovcrpec': M, Moss A. Children's 
exposure to environmental cigarette 
smoke before and after birth: United 
States, 198& Paper presented at the 
annual meeting of the Aimrican 
Public Health Assooation. Chicago. 
OcL 22-26, 1989. 

40. Hermstein RJ. IQ in the mentocracy. 
Boston: Little Brown and Company. 
1971. 

41. Bryant EC, Glaser E, Hansen MH, 
Kirsch A. Associations between 
educational outcomes and background 
variables: A review of selected 
literature. Monograph of the Nauonal 
A&sestment of Educational Progress. 
Westat, Inc. Denver Education 
Commission of the States. 1974. 



Advanoe Data 1 1 



41 White KR. The relauon between 
socioecooofmc status aad academic 
achieveineDt. Psychol Bull 
91(3):46ML 1981 

43. Naticnai Assessoaent of Educational 
Progress. The reading report card, 
1971-88: Trends from the nation's 
report card. Report na 19-R-Ol. 



Pnnceton: Eduisstion Tcstmg Service. 
1990. 

M. Rutter M, Ciller H. Juvenile 

delinquency: Trends and perspectives. 

New York: Guilford Press, 1983. 
45. Zill N, Peterson JL Guide to federal 

data on children, youth, and families. 

Washington: Child Trends. 1990. 



46. Andersen RM, Mullner RM, 
Cornelius LJ. Black-white differences 
in health status: Methods or 
subsunce? Milbank Mem Fund Q 
65(suppl l):72-99. 1987. 

47. McLanahan S. The consequences of 
single parenthood for subsequent 
generations. Foca« 2(3): 1^21. 1988. 



ERLC 



12 



12 Advance Data 



T«W« 1. Ptmnt of ehiMrtn 17 yw9 oi ag* and imdar who avar had a delay in growth or davalopmant, by ag« and tal«et9d 
eharaetttriau ^: Unilod Stam, 1968 

lOm M teaad on houMhold inniviaw t of tho civiSan nonMlhUionaiaad popiinion. Tba tufvay dotign. ganard o^jdlleainni. and mfonnatlon on iha ratWNty of 
ttia atHMNHa ara gwan m tfK* laciwoal noKal 



CfMMKMds aodundiar maunder ytn ymn ymn 




ERIC 



13 



AcVancePata 13 



TMm 2. P«rc«fil of €hildr«n 3-17 yww of ^ whv ovor nod « loorntng disobiiHy, fay ago and soiocM eftmraetorittico: Unitod 8t«tM« 
198t 

(OUft art boaod on houMhoM in w vitwr» ol tho ctvMian nonrattutioniNnd populMn. Tbo turviy dotign. otntrH ^4altellont. and infomwtion on ttw rotioMlty of 
tho oMffMMo tfo gtvan m tfw toctncal ooimI 



Raco 



8.S 1.6 a.8 S.8 



M 1.7 6.4 12.1 

4.4 1.6 5.1 S.2 



6.7 1.6 7.0 0.2 

Blapk 6.2 2.0 6.6 76 

Hispanic ociQit 

Hispanic S.6 2.1 6.6 6.7 

Non-Hapamc 6.6 16 6.6 8.9 

Family inconw 

iMattwn $10,000 64 ' 3.8 9.1 103 

$l0.00O-$24.999 7.2 1.4 7.3 ^0.8 

$29.000-$39.999 62 1.7 5.5 %A 

$40,000 Of mora 5.8 1.2 65 7.2 

Placa of rasidtnea 

MSA 65 1.6 7.1 a8 

CaniTilciiy 69 1.8 65 7.8 

Not eanval cicy 69 1.5 74 9.1 

NotM8A 65 1.8 5.9 9.5 

AMaaasM] haaJtti ttatua 

BtcaHcnt vwy good, or good 63 1.4 6.5 68 

Fair or poor 161 9.3 17.7 15.6 

Mdhaft aducation 

Laaaltwnl2yMra 67 2.6 60 11.7 

12yaara 68 ',.9 7.5 65 

Mor« than 12 yaaia 4.9 0.9 62 7.1 

Fam4y ttnjctura 

Biologieil moihar and fathar 65 1.2 67 8.2 

Bidogteal mothar and stapfathar. 9.1 3.1 9.2 10.1 

Bidogieal mochar only' 7.5 3.0 7.2 9.8 

AllOdW 63 1.1 106 66 



V e l udw otft#r nem arto unicnawn lociodawognpftc and hMWi ehvadanabc*. 

HndudM lam Mm m winch ttw mo«i«r Uvad wMh m« cittWa grMmomar or oM adutt mimm 

NOTE: M8A « mairopoatan MMtMcai arM. 
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Tabl« 3. PkomH of ohildrM 3-17 ymn of aQo who ovor had an omotiofMl or bohavioral problom th«t (atttd 3 months or moro or 
roquirod ptyohotogieal holp, by ago and aalaotad charactariatlca: Unitad Stalaa, 1968 

\Pm «a teMd on houMhoM tn m vww of lha civitan n yuntttuoonatatd popUtten. Thm tuiwy dMign. g«n«rai quaUleaiiont. and mfofmaaon on tfw rHiabtHiy of 



All 



3-5 



6-11 



12-17 



P«rcani 




13.4 



1&4 

11.3 



14.2 
10 3 



1Z0 
136 



15.8 
14 5 
13.4 
1^8 



137 
13.8 
138 
12.4 



131 
23.3 



138 
1^5 
137 



8.3 
236 
19.1 
22.2 



33 



a.1 

4.S 



36 
Z4 



4.5 
34 



4.7 
30 
39 
4.8 



52 
47 
35 
55 



30 
6.4 



32 
32 
4.2 



4.0 
12.0 
36 

10.0 



1Z7 



138 
9.8 



138 
92 



134 

12.7 



132 
130 
11.5 
1.4 



12.9 
131 
128 
120 



1£S 
20.4 



123 
11.8 
133 



8.0 
10.8 

;8.a 

22.6 



18.5 



20.4 
18.5 



195 
131 



148 

18.9 



225 
19.3 
196 
17.8 



19.1 
19.1 
19.1 
18.5 



131 
31.8 



135 
18.7 
20.1 



11.8 
29.1 
235 
238 
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T«U« 4. Pttre«nt of ehildrvn ^17 ymn of agt who wvor had a dol«y in growth or dovoiopmont. m lovninQ dltabmiy, or an omotiofwl 
probtom that Ustad 3 montha or mora or raquirad ptyohologjcal haip, by aga and salaetad charactariatica: Unitad SUIaa, 1988 

(Data va bsMd on houMhold ir t^fym m cA tha civili«n nonratHutionaiaad popuUtioa Tha tiMy dttign, gtnarii quatiflcationt, and inlof ma tmi on tha raltaMily of 
lha MiMiMM «ra givtn m tha iKhmcal nolM) 



CftwacfMMc 



Al«ga9 



>.5 
>«ara 



yaan 



ANchidranV 



19.S 



9.5 



19.1 



212 



Sax 



229 



ns 



2Z8 
19.4 



29.2 

2a8 



Raoa 



Blaefc. 



20.7 
14.9 



lao 

S.0 



20.3 
14.8 



28.7 
19.9 



Hapanic ongm 



Hapaiuc. . . 
Non-Hapantc. 



17.2 
19.9 



8.9 

9.7 



19 8 

19.1 



19.2 
2S.8 



Lm (hvt S 10.000 
$10,000-924.999 . 
$29,000-939.990 . 
$40,000 or mora. . 



Family tncoma 



22.8 
21.0 
19.9 
18.8 



11.9 
10.1 
113 
8.8 



23.8 
21.3 
17.8 
18.0 



28.8 

27.3 
28.0 
24.1 



C«nM city. . . , 
Not canM oty , 
Not MSA 



Plac« of midanca 



19.8 
18.7 
20.1 
19.4 



8.9 
8.0 
8.9 

123 



19.9 
19.2 
19.8 

17.9 



29.4 
24 1 
28.1 
24.8 



Awoatod haalh aCaus 



ExoaUant vary good, or good 
Far or poor 



19.1 
39.3 



8.9 

29.7 



18.7 
39.7 



24.8 
39.3 



Mottwr'a aducation 



L«iaa than 1 2 yaaia . 

12) 



Moni tfwn 12 yaaia. 



20.3 
19.0 
19.3 



10.2 
11.2 
7.3 



18.4 
18.8 
19.4 



28.2 
2X2 
28.3 



Famriy ttnictura 



Biologieji mothar and fathar . . . 
Bk>tegicai mochar and stapfaiha 

Bk>togieal moChar only 

AMoihar 



14.8 
29.8 
24 8 

28.2 



ai 

14.4 

11.7 
13.9 



14.4 

27.0 
24.9 
29.7 



19.2 
34.9 
31.4 
31.4 



'ineludn tuntot m wNcD tfta mochar ivad w<h tfia cMtfi granamothar oc ott«tr adut 
NOTE' MSA m matropoMat Btaatdca vaa. 
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TttAm 5. Propoftion of children «v«r treated and proportion receiving special education for delays in growth or developmeflt, learning 
dis^Ktiea, and emotionai cr Mamral problems: United Stitfee, 1988 

(OHi m band on houeehoU inHww<e of the cMilan nonmtiiutionaiized popUmoa The turwy dMign, Qwmi qualtfieationt, and mformabon on the reliebMy of 
the MliiTMlse efe givefi in ttte lechncal noisel 







Pttc^nt disiributxxt 




P9f04HH distnbubon 




^•fcenf dieei^aeon 


ffWrnMrmnf mrns 9p9dm 


Ptrcenro/ oftUcMdmn 


Pero^ntof ofaHchUdmn 


f^fotnt of 


%jr ml cnmMwn 


0^uGmton ststut 




en with oondtOon 


mM chikinn with condHon 




oondiboft 














Anas 


or counaeung tor condition 




Agss 0-17 years 




Agss 3-17 years 


3-17 yeers 


3-17 years 


Tom 


4.0 


100.0 


65 


100.0 


13.4 


100.0 


Yee 


2.0 




5.1 


77.7 


lao 


74.5 


Wlhln lest 12 months 


1.1 


2e.i 


3.3 


503 


5.1 


36.0 


More than 12 .iionthi ego. . . . 


0.9 


23.3 


1.8 


27.4 


4.7 


35.3 


No 


ZO 


SO.S 


1.5 


22.3 


3.4 


25.5 


Aaanded special ciassea or 














special school m past 














12 months because of condition 




Ages 8~17 years 




Agas 6-17 years 


6-17 years' 


Ages 6-17 ysars 


Tom 


3.9 


100.0 


7.8 


100.0 


&9 


100.0 


Yee 


0.9 


22.7 


5.5 


89.9 


1.7 


24.9 


Mo 


3.0 


77.3 


2.Z 


30.1 


5.2 


75.1 



IndudM unknown whsn tTMftsd! mcmdis unlotown whMhac triesd. 

'ouMSon sbOMt fsesipl of apaeal srtiirartnnsi Mvioas silcsd only of Omm who rtpensd an •moSonil or bohaviorai problom that tetad 3 months or longor 



.NOTE. NunibSfS may not add to totata bouusa of rounding. 



Table 8. Percent distribution end cumulative distribution of children 3-17 yeare of age with developmental, learning, and emotionai 
probieme by aga it which condition wee firet noticed, eccording to type of problem: United Statea, 1988 

[OUa are based on household inftar^awfa of the cMKan noninstlutlonalizad popUttioa Tha suivsy daaign, general qusriAcations. and informatnn on the raliaMtfy of 
the aatimslas are givan in ttia ta ch n wa l r)otas) 



D»lay9 n gro¥¥ih Bnooormior 
Of d€vmk)pm0nt L^tmmg dtsabiSthg b^hmywwt probiorm 



Cufnu/stnm Cumu/ttnm CumiJaby 

Agm §t whieft conditioft Ptrcenr pofoont Pmcont peneanf ^rcenr ptctit 

mB 0fst noOGod ditlnbubon distnbtMiofi distnbuOOft <^atnbubon diatr^ubon distnbubon 



Atblfth 2S 25 4 4 3 3 

Betorelyeer 20 45 2 6 2 5 

1-2 yeeiB. C6 71 6 14 9 14 

Wyeeie 12 63 25 39 25 39 

*-«yeeie 9 92 45 84 24 63 

9-11yeeie 5 97 11 95 15 78 

12-17 yean 3 100 5 100 22 100 



VAssiO-lTyMrs. 

^m rt on aaou aga wh«i nottcad aakad only of thoaa who rsoortsd m omoliond or bahavtorii probliw thM UsM 3 momho or longac. 



Table 7. Selected statlatica on children 3-17 yeare of age with developniental, learning, and emotional probieme, by type of problem: 
United Statee, 1988 jk- p 

(Oila are beMd on h aahdd lnlaf>M«va of the cMfian noninsUlutionaiitad populidoa Tha suivay daa^n. genar^ quirijRcalions. and irioimatnn on the raMeMily of 
the aaemaiea iie givsn in the technical nolaa) 



Atrn 


Obttyw in grone^ 
or d9^^lof)tn9tit 


Utrnfiing 
dtsabiidm 


Bmodonafof 
AefieMon^ 
pfoMsms 


Median age si flrst notice 


1 year 2 momhs 


6years 7 months 


7 yeeiB 2 months 




6.*»0 


662 


633 


PofNjIatMxi aatimsie 


ZS42.600 


a393.600 


3.164.700 



%iiO-17yaars. 

nrhata ilaatSes «iduda only thOM who mif roportad to have had on oiMttonil or bahaMorsi problom that iaolod 3 mondtt or tongar. 
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Technical notes 

The estimates presented in this 
report are based on data from the 
National Health Interview Survey 
(NHIS), an ongoing survey of 
households In the United States 
conducted by the National Center for 
Health Statistics. Each week, a 
probability sample of the civilian 
noninstitutionalized population of the 
United States is interviewed by 
personnel of the U.S. Bureau of the 
Census. Interviewers obtain 
information about the health and 
other characteristics of each member 
of the households included m the 
NHIS sample. 

NHIS consists of two ports: (a) a 
basic health questionnaire that 
remains the same each year and is 
completed for each household 
member and (b) special topics 
questionnaires that vary from year to 
year and usually are asked of just one 
person in each family. In 1988, the 
special topics included acquired 
immunodeficiency syndrome (AIDS) 
knowledge and attitudes, medical 
device implants, occupational health, 
alcohol, and child health. These data 
sets can be linked to provide 
additional sources for analysis. 



The total sample interviewed for 
19S8 for the basic health questionnaire 
consisted of 47,485 households 
containing 122,310 individuals. The 
total response rate was 95 percent. 
For the National Health Interview 
Survey on Child HeaUh (NHIS-CH), 
one sample child under the age of 18 
years was selected from each family 
with children in that age range. 
Information about the sample child 
was collected by face-to-face interview 
with the adult member of the family 
present who knew most about the 
sample child's health, in most cases 
the mother. InterMews were 
completed for 17,110 children 17 years 
of age and under, 95 percent of those 
identified as eligible on the basis of 
the basic health questionnaire. The 
overall response rate for NHIS-CH 
was 91 percent, the product of the 
response rates for the basic and the 
child health questionnaires. Item 
nonresponse was 2^ percent for the 
questions discussed in this report. 

Because the estimates shown in 
this report are based on a sample, they 
are subject to sampling error. The 
standard error is a measure of the 
sampling error. Approximate standard 
errors for estimated perccnts in this 



report are determined using the 
formula 



SE » V ( 3,307 /7)(l-p) 

where SE is the standard error, p is 
the estimated percent^ and vis the 
estimated base of the percent. The 
bases of the percents are shown in 
table I. 

The approximate standard error of 
a difference between percents is gi\*en 
by the formula 

SE (x, - .\;J == VsE(.vj2 - SE(x)^ 

where ,rj and x. are the two percents 
being compared, ~ jc, is the 
difference between them, and SE(x^) 
and SE(Xj) are the standard errors of 
the two percents. 

All differences cited in this report 
are statistically significant at the 0.05 
level. The r-test, with a critical value of 
1.96, was used to test all comparisons 
that are discussed. Lack of comment 
regarding the difference between any 
two estimates does not mean that the 
difference was tested and found not to 
be statistically significant. 
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TabI* 1. Numb«r of ehil<lr«fi 17 ym oi sgf* and umtor by agt and ••ImM charactorittiet: Unttad Statat . 198S 

(OMa ara btaad on noutahold Maiviawt of th« civilian nonin«t<utionaliz«d popuiaiioa Tha turvay datign. gan«ral qualificauons. and infomiaiion on tha ratiability of 
tha MUimiat ara oivan in tha tadmcal notat) 





AMtgm 
17 y0^f9 
andund^r 


2 yaan 


^17 
/tara 


>5 




12^17 








Numbar in thouaanda 






Ail rhilrliTJi^ 




1 i.JOU 


52.209 


10.748 


20,966 


20,495 


Sax 














Mala 


32.S26 


5.905 


26.621 


5.428 


10.522 


10.642 








25,568 


5.320 


10.414 


9.654 


Raca 
















51.300 


9.066 


42.314 


8 762 


16,966 


16.566 


Black 


9 820 


1.810 


6.009 


1.526 


1 9117 


1 9iT 
J.cir 


Hispanc ongin 
















7.239 


1.274 






2.519 


2.162 




55,03' 


9.512 


45.51f) 


9.132 


16.242 


16.145 
















Lata than SlO.000 


7.924 


1.705 




1.342 


2.760 


2.116 


S10.300-S24.999 


16,706 


3.274 


13.435 


3.006 


5,526 


4!903 


S2S.00a-S39.999 


15.737 


2,750 


12.966 


2.600 


5.207 


4.979 


$40,000 or mora 


16 071 




11636 


2.473 


5,234 


5.931 


Ptaoa of rttidanca 














MSA 


46.314 


6,793 


39,521 


8.132 


15.866 


15.504 


Camraiaty 


16.972 


3,763 


15.210 


3,275 


6.102 


5,633 


Not MnMl eilv 


9Q 119 


3,UOU 


24.311 


4,856 


9.764 


9,671 


Not MSA 


15.255 


2.567 


1^688 


^616 


5.060 


4.992 
















Exeaiiant vary good, or good 


61.173 


10,866 


50.307 


10.332 


20.263 


19,713 


Fair or poor 


1.766 


375 


1,413 


290 


509 


615 


Mothar't •ducatton 














Laas than I2yaafa 


12.479 


2,118 


ia362 


1,841 


4.104 


4,419 


12 yaan 


26.791 


4.475 


22.315 


4,596 


9.105 


8.615 


Mora Chan 12 yMii 


22.699 


4,464 


16,416 


4,120 


7.422 


6.674 


Family ttnjcturo 














Biologieal mothar and fathar 


36.999 


8.143 


30.856 


7,327 


1^643 


10.667 


Biologieal mothar and stapfathar 


4.477 


109 


4.369 


396 


1,769 


2.164 




13.716 


2.392 


11.323 


2.196 


4.573 


4 555 


ANoihar 


8.377 


716 


5.661 


629 


1.962 


2,871 



tn c ludw eow racaa ana unknown toaodamograpnc and hMMh cnarvtMMica. 
nncMia Itnim m wtwD tha me««ar iM wim tha chtid't grMmoow or turn lauit raiauvai 



NOTE: MBA ii m a to opolibin tMiMeal waa. 
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S4iQgMt«d eHillon 

Z3I N, Seho«nbom CA. D«V9<opm«nt«l» 
teaming, and •mobonal probltms: Haalth of 
our Nalion't ohidrtn. Untod StatM, 1988. 
Advaneo data from vital and haaith ttatiatica; 
no 190. Hyanr^. Maiyiand: National Cantar 
tor Haaith StatMca. 1990. 
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Thia raport may tM raprintod without furthar 
parmiaaloa 



US. DEPARTMENT OF HEALTH AND 

HUMAN SERVICES 
OubMo Haaith Saivioa 
Cantara for DIaaaaa Control 
National Cantar for Haaith StatlatIca 
882S Baloraal Road 
HyatttvWa. Maryland 20782 



OFFICIAL BUSINESS 

PENALTY FOR PRIVATE USE. $300 



BULK RATE 
POSTAGE & FEES PAID 
PH8/NCHS 
PERMfT No. Q.281 



To racalva thIa pul)lication ragularly> contact 
tha Nation^ Cantar for Ha^ Statiatioa by 
caning 301-436-8800 



DHHS Publication No. (PHS) 91-12S0 



ERJC 



20 



